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This paper contains excerpts and colloquies selected from interviews which will appear in a
proposed book-length oral history of the Yale University School of Medicine. The book, which
considers all the constituent members of the Yale academic medical community, is a statement
about contemporary issues in medicine. Owing to space constraints, only excerpts from students
appear in this paper. It is believed that these selections may be used as case studies to explore in
depth issues of contemporary medical interest. The excerpts have been categorized into eight
thematic clusters considering different aspects ofpremedical and medical school life.
I. PROLOGUE
The Yale University School of Medicine is not the oldest school in the nation, nor is
it more venerable than others, although there are many who would endlessly debate
this latter statement. Of one point, however, there can be no debate and that is that
Yale has reached, in Henry James's apt phrase, its "middle years." James first used
this term for the title of a story that he wrote in his fiftieth year and which he also
reserved for a volume of uncompleted reminiscences. The middle years signified the
middle span of an individual's life, concerning the years from the late twenties to the
late fifties. A central time in the life history ofan individual, it is no less a central time
for institutions.
Founded some 174 years ago, Yale's medical school is certainly well along in years
and many will think it long past its central time. Although this may very well be the
case, it should be pointed out that there have been many medical schools at Yale. For
example, there was fledgling Yale struggling to survive in the nineteenth century
amidst numerous proprietary institutions. There is the Yale which extended from the
1850s to the 1890s, when the new clinical and basic sciences made their way from the
European universities and scientific institutes. There is turn-of-the-century Yale, when
most of the faculty were voluntary and part-time and the school graduated on the
average of ten students each year. There is the Yale of George Blumer and Milton
Winternitz, deans in the period 1910 to 1935, who ushered in modern Yale based on
the full-time system, academic excellence, research, and curriculum innovation. And
there is post-World War II Yale, having its resurgence parallel to the rise to
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prominence ofthe National Institutes of Health, whose programs and policies ushered
in an Augustan Age of biomedical science, heaping national treasure, resources, and
affection on America's medical schools, Yale prominent among them.
According to this interpretation, contemporary Yale is now in its early thirties,
which, by James's definition, means that the medical school is profoundly and perhaps
uncomfortably in its "middle years." It is contemporary Yale, the Yale University
School of Medicine of the late 1970s and early 1980s, with which this paper is
concerned.
II. INTRODUCTION
This project has its origins in 1980 when I read at the suggestion of a colleague an
oral history of a small Suffolk village. The author, Ronald Blythe, who describes
himself as a journalist, historian, and storyteller, prepared a series of direct-speech
monologues delivered by forty-nine inhabitants of the village, fictitiously named
Akenfield [1]. Reading the book, you soon forget Blythe and not only hear thevillagers
speaking to you, but in the words ofone reviewer "hear them feeling." The effect is one
of"astonishing immediacy," an entire village literally speaking for itself [2].
Akenfield caused me to wonder about the technique oforal history and whether an
equally complex and unique institution, a medical school, could similarly be taken to
bits. I wondered, for example, ifit would bepossible to extract the essence and meaning
and attendant riddles of contemporary medicine by focusing on those who work and
study in a medical environment. Would it be possible togain a clearerview ofwhere we
are at this moment in time and ofwhither we may be tending? Would it be possible to
learn something of the social forces pressing on the school from without? Would it be
possible to gain an appreciation of research, teaching, service, and their attendant
social emoluments, or how students make their career decisions, or how the curriculum
is designed or modified, or the Yale System?* And, as another case example, would
students share their concerns, some as contemporary as today's newspapers and others
subtle and unstated, revealing in theprocess their own particular concerns and musings
about their place in the scheme ofthings, not only at Yale but in the medical universe?
The focus was the Yale University School of Medicine but the universal, I believed,
would be revealed in a study ofthe particular [3].
I obtained a grant for the project and enlisted the assistance of three faculty
members of the medical school to help me decide whom to interview and review and
revise the questions I intended to ask. For each one-hour session, I prepared five to ten
questions of a specific or general nature, covering biography, observations, impres-
sions, and present and future plans, but as one response often led to unanticipated
areas, I often dispensed with the prepared questions and made side trips to other topics
and opportunities. Following each session, the tapes were transcribed and the editing
begun.
Those who follow oral history understand its challenges. The fundamental problem
is that answers to questions rarely flow as neatly and effortlessly as they appear in the
final draft. Some answers are not even given immediately, but appear later in the
transcript, oddly in response to another question altogether [4]. My task has been to
"reassemble" answers when necessary, assuring thereby that they flow logically from
the question asked, without loss ofsignificance, veracity, or rhythm.
*See Section 3.
30333 CEDAR STREET
The passages presented here, owing to my necessary intervention, must be consid-
ered "recreated reality," but they are not the neat, self-contained rationality of fiction
[5]. Instead you will find the messiness and challenges, the excitement and tedium, the
joys and self-doubts of this complex, distinguished middle-aged institution as reflected
in the testimony ofsome principal and not so principal players who presentreality from
their particular vantage points.
It will not be possible to present the interviews in theirentirety in this paperowing to
space constraints, so I have decided to offer excerpts from selected student interviews
presented as colloquies categorized in eight thematic clusters, as follows: (1) College
and Premedical Education; (2) The Medical School; (3) The Yale System; (4)
Classmates; (5) Specialty Choices; (6) Experiences in the Laboratory and on the
Wards; (7) Issues Affecting Women and Minorities; and (8) The Future.
From these excerpts and colloquies it will be difficult to draw conclusions with great
confidence, for the sample of students has not been randomly drawn. Nevertheless,
after countless interviews and interactions with students and faculty colleagues, and
after considering the conclusions found in the recent reports of the Association of
American Medical Colleges, National Academy ofSciences, and federal government,
and the public statements of numerous authors who have recently considered the
problems of contemporary medicine, I am confident that the excerpts are representa-
tive of a large portion of the medical student body and "ring true."
III. COLLOQUIES AND EXCERPTS
1. College and Premedical Education
A good deal of attention has recently been devoted to the education of physicians
[6]. The Josiah Macy Foundation, the Institute of Medicine, and the Association of
American Medical Colleges have held conferences and issued reports addressing a
number of contemporary concerns about medicine and the physician in society,
including the nature ofpremedical education. The issues are numerous, but simplified
are threefold: who should be admitted to medical school, what preparation should they
receive in college, and what desirable characteristics should students possess? For
example, should students primarily be scientifically gifted, or should they reveal
greater breadth, as reflected, for example, by majoring in one of the humanities?
Should they be common grinds or risk-takers, aesthetes or athletes, narrowly focused
or possessing vigorous and inquiring minds, and how and by whom determined?
Such questions are not unique to our present age. In America they date from the
eighteenth century when John Morgan recommended that studentswishing to pursue a
medical career possess "a thirst for knowledge and a spirit ofinquiry" and "have their
minds enriched with all the aids they can receive from the languages and the liberal
arts" [7]. Daniel Drake in the mid-nineteenth century similarly recommended that
students develop their "faculties of observation and judgment" by studying prior to
medical school "English grammar andcomposition, physicalgeography, theoutlines of
history, the elements ofmathematics and naturalphilosophy, Latin and Greek, and the
French language" [8].
These same points of view have been most recently set forth in the Report of the
Panel on the General Professional Education ofthe Physician and CollegePreparation
for Medicine (GPEP), issued by the Association of American Medical Colleges, in
which they recommend a broadening of the preparation students receive in college.
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One recommendation reads as follows:
College and university faculties should require every student, regardless of
major subject or career objective, to achieve a baccalaureate education that
encompasses broad study in the natural and the social sciences and the
humanities" [9].
Whether such a recommendation will be accepted remains to be seen, as many
college students wishing to go on to medical school, in Derek Bok's words, "still chose
to accept the belief that medicine, at bottom, is simply a matter of applying scientific
knowledge" [10]. Ifthe message ofmedical school admissions committees is not heard,
then the influence of medical schools will continue to have, in Lewis Thomas's words,
"a baleful and malign" impact on the college curriculum and the students themselves
[11].
After asking afourth-year student how he decided upon a medical career and how
he decided which college he planned to attend, I asked: "What was Yale College
like?"
A: When I got here I found that everybody was like me. We were all interested in
getting ahead and trying to make something of our lives. I didn't have an easy time
getting into the swing of things, however. I remember that during my first year I was
troubled by a low grade so I called home feeling very sorry for myself. My parents did
just what parents are supposed to do: they reassured me. "These are the best years of
your life. The future will take care of itself. Enjoy yourself." Well, I laughed and
realize now that they were right. All of us at Yale were over-achievers and all of us
always took ourselves too seriously. But grades are everything, so I kept at my studies
pretty hard. The competition was always there and we all experienced spasms of
anxiety.
Q: Were you a premed?
A: All of us were premeds, but no one ever admitted it! We were chemistry, biology,
math, or physics majors. Admitting that you were premed lowered you in the eyes of
your classmates. It meant that you were a technician, or worse, an engineer! Those who
were premeds always hung out together and confirmed our worst suspicions about
them. They were forever arranging seminars in the colleges on how to get into medical
school. They'd invite speakers to tell us what to expect in our interviews, how to write
autobiographical essays, and what courses to take which would reveal that we were
well rounded. Getting into medical school was a full-time occupation, but the silly
thing is that sofew ofus needed toworry. We'd tell ourselves to relax. We'd try to enjoy
ourselves, and many times we did, but we'd all worry ourselves silly and spent every
waking moment with our books.
Iasked a third-year M.D.-Ph.D. student ifshe alwaysplanned to be a scientist.
A: Well, I was good at it and won awards and stuff here and there, but I was also good
in English and served as editor of our school's literary magazine. And I won a French
contest and I loved Italian as well. In fact, had I had a better experience atcollege in an
English seminar, I might have gone into English.
Q: What happened?
A: The instructor didn't take a liking to me. He wasn't very encouraging, so I lost
interest. But it was probably for the best. Science was my real interest.
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Q: Were your science teachers more encouraging?
A: Well, I had lots ofencouragement. My father's a scientist, so I knew what to expect
if I chose to devote myself to the subject. He was very helpful. He always suggested
that I learn languages and read deeply into literature. He wanted to makequitecertain
that ifI chose science I was doing it because I wanted it and not because he wanted me
to. I'm sure he's pleased about my choice. Here I am.
"Haveyou always wanted to be aphysician?" Iaskeda third-year student.
A: No. I began my college years expecting to be a solid-state physicist. I even took a
summer off between my second and third year to work in a lab in England, but it was
no use. I simply found physics dull and tedious. Biology was more fun and I found
organic chemistry a snap. Butjust to prove to myselfthat I wasn't making a mistake I
took an advanced math seminar required of physics majors. Well, I worked at this
course all the time, but it was way over my head and I bombed. So I went to talk to my
physics advisor. I was in desperate need ofsome sound advice, but when I saw him he
stared at me blankly and, mistaking me for somebody else, said: "How's everything at
Princeton?" After three years he didn't know me from a hole in the ground! So, then
and there I decided to get my ass out ofphysics and into something better suited to my
personality.
Q: Then this math course did nothing to dampen your interest in science?
A: That's right. I was then, and still am, in love with research. I guess that I have this
romantic notion of research. It's exciting. It's not doing the routine. It's trying to
out-think whatever's going on. It's looking for something that no one has ever found
before. In physics I was off in the wild blue yonder. It was sterile. More a game than
anything. And I hate games. They're boring.
After asking afourth-year student to tell me about his early years, this colloquy
ensued:
Q: What colleges did you apply to?
A: I applied to the usual colleges kids like me applied to. Those of us who were
motivated, at the top ofour class, and from upper-middle-class families. You know.
Q: Harvard, Yale, Princeton?
A: Yes.
Q: And you chose Harvard?
A: Yes.
Q: Was it a good experience?
A: No. When I went off to Harvard I really didn't know what I wanted to do. My
father's a professor of medicine, but I had only the remotest idea ofgoing to medical
school. Perhaps not knowing what I intended todo with my lifecreated my early years
ofdiscomfort.
Q: How so?
A: Well, we were all at Harvard because we were leaders and had "first-class minds."
They told us we were the "cream"! Well, the cream in a bottle can be too rich. Imagine
ten of us sitting around a dinner table. In most groups one emerges as the leader and
theothers acquiesce. Notthere. I mean everybody was used tobeing a leaderand being
looked up to. It was a very humbling experience. I think I discovered in the first two
33ARTHUR J. VISELTEAR
weeks that no matter what I did-sports, music, academics-there was always
someone infinitely better than I was.
Q: Were there many premeds at Harvard?
A: Sure. But no one admits they're premed.
Q: Why?
A: Because it conjures up negative images such as compulsiveness and meanness.
Q: How did you like the course work at Harvard?
A: It should be obvious that I rebelled against everything. Look, you're told from the
start that you should never get below a "B." Then they tell you that you should broaden
yourself. They tell you to take courses that really interest you. And then they say, "But
don't take risks." Risks aren't a good idea for premeds. They tell you in a hundred
different ways that to get into medical school you need very good grades. So you can't
be a risk-taker. And this starts you off right from the beginning on a whole life of
panic.
2. The MedicalSchool
Many changes have occurred since the School of Medicine opened in 1813 as the
Medical Institution of Yale College. There have been distinguished faculty and the
school prospered throughout the nineteenth century, but a goodly portion ofthefaculty
were made upoflocal physicians whovolunteered their services and the single building
housing the school was "uninspired and obsolete." By the early decades of the
twentieth century, not much had changed, except entrance requirements for at least
two years in college and notjust a high school or preparatory school diploma. During
thedecade 1910-1920 the school graduated, on the average, thirteen students per year.
The budget in this same decade was $43,31 1 and, defining this period in the life history
ofthe school, Vernon Lippard gives the telling example that a sign found dating to this
period reads "Dean's Office, Hours 8:30-9:30 A.M., Wednesdays" [12].
How times havechanged! Tuition is now $9,750, admittedly oneofthe lowest among
institutions ofthe first rank but certainly astronomical in comparison to the $50 fee for
a medical certificate in the nineteenth century. The budget of the school is now
approximately $145 million, with the largest part of the income coming from federal
research grants. The school has grown, but surprisingly the basic curriculum remains
much the same as it was a century ago.
Iasked afourth-year student what shefound when shefirst arrived.
A: That Yale was big. And my first day here I got lost. I took the limo from Kennedy
and then a cab to Harkness Dorm, but thesillycabbythought I said Harkness Hall and
I found myself somewhere on Elm Street, nowhere near Cedar Street. I finally found
someone who knew where the medical school was and I trudged off. It was a terrible
day. Humid. I was dripping with perspiration. And when I finally made it to my room I
was shocked. It was so grungy. It was as sparsely furnished as a monk's cell. The bed
had a foam mattress which was so thin that when I lay down on it I hit the bed boards!
For the next hour or so I remember just staring at the shadows on the ceiling and
listening to the street noises. Trucks roared by, and ambulances with their sirens. And
all the time I kept asking myself: "What in the world am I doing here?"
A third-year student was asked: "What doyou remember aboutyourfirstyears in
the medical school?"
34333 CEDAR STREET
A: Well, we all looked pretty much the same. Young. And the first impression I had
about medical school was that we were back in grade school. There were about a
hundred of us and everything we did, it seemed, we did together. We'd get up, go to
lectures, leave class, reach our next destination-all at the same time! But there was a
good deal of camaraderie. We spent so much time with so many people that it was a
social experience in itself. In college, after eating and being with the same people for
four years, we were now exposed to a hundred new people. It was invigorating.
In answer to the question, "Tell me about thefirst two years," a third-year student
said:
A: Well, we learned an awful lot of science. We sit down with our books, and, because
we've been studying from books for a long time, learn what there is to learn. We're all
capable of mastering a body of knowledge. But there are very few courses in which
we're taught how to think creatively. We just get so much of it at one time. The
faculty, God bless them, come in and cast their pearls and we try to pick them up.
Maybe it's not really pearls. Jellybeans is more like it. They come in and cast their
jellybeans and in the midst of all this candy are one or two pearls.
"You've just finished your second year," I said to another student. "Have you
learned much?"
A: I suppose so, but what's been taught hasn't been all that great. The lectures are
usually interesting, but there appears to have been no effort to coordinate what's been
taught. What people say in their assigned time slot is up to them. No one seems to be in
charge to tell those who participate what's preceded them or what's to follow. Between
pharmacology and microbiology we covered everything twice. It's frustrating because
many of the lectures are good and the material that they present is the best and the
latest. But most of what we get escapes us. I just know that one day in the future I'll
say: "Damn! He was the guy who could have told me how this works. And he probably
did!" But now it's just an endless parade of facts. It's difficult to make sense out of a
curriculum as complex as ours.
I asked afourth-year student to share his impressions ofthefirst two years.
A: I don't remember much about the basic science years other than anatomy, and that
I skipped a lot ofclasses! Anatomy is so very difficult. Microbiology is only barely more
sophisticated than college biology and biochemistry only a touch more rigorous than
the course that I took at Williams. But anatomy is different. It's an emotional
experience. It's a time when you begin to develop those protective mechanisms about
death which we refine to an art form in our clinical years. A cadaver, even a living
patient, is a tool for learning. You learn not to personalize what you've seen. You
become detached, dispassionate, remote. Cutting into an arm or leg is not very much
different than cutting into a frog or rat. But dissecting the muscles of the face: well,
that's something else. The face is the most uniquely human part of the body. It's what
makes a human being distinctive. So you internalize what you feel. You clown around
and crack jokes. But what we're really doing is establishing boundaries around
ourselves. We're setting limits. It's how best to survive.
And I asked a fourth-year student to tell me about her academic experiences.
"Haveyou been stimulated?" I asked.
A: It's odd. I expected to be more challenged than I have been. The Yale System is
unstructured and self-motivating. We have to stimulate ourselves because the attitude
here is one of "benign neglect." We're to learn in this wonderful rarified atmosphere,
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absorbing knowledge by osmosis. So, in some cases, the teaching is less than adequate
because everybody believes we'll do well anyway. Everybody expects people to say:
"Oh, you went to Yale. You must be very good." Well, we probably arevery good, but
for a large portion of the faculty this attitude is a great excuse for not having to work
too hard at teaching. And if you ask me what I remember most about the first two
years ofthe curriculum it's this: "Ifa teacher has to deliver only one or two lectures a
year then they really should have made them more intelligible."
3. The Yale System
The "Yale System" is a curriculum innovation and philosophy of education
introduced in the 1920s by the Dean, Milton C. Winternitz, and faculty. The Yale
System, as originally set forth and which remains intact today, includes the following
elements: (1) Students are given the freedom to master the art and science ofmedicine
in close collaboration with their instructors; (2) the only requirements for the M.D.
degree are passage oftwo examinations given at the end ofthe second and fourth years
and the preparation ofan M.D. thesis; and (3) the students may freely experiment with
any number ofcourse electives as they advance toward their degrees. Set forth in the
1926 report ofthe Curriculum Committee is this important paragraph:
Fundamental to this program is the concept that the medical student is a
mature individual, is strongly motivated to learn, and requires only guidance
and stimulation rather than compulsion or competition for relative standing in
his group. Equally basic is the concept that if the student is given unusual
privileges, he must assume more than usual responsibility for his education
[13].
Iasked afourth-year student: "How didyou do academically?"
A: Very good. I was always studying, but for the longest time you really don't know
how you'redoing. The YaleSystem doesn't let you know. Thereare noexams and what
structure there is you provide for yourself. And this is why the System works. What
matters is your personal motivation to learn and acquire new knowledge. Take the
National Boards as an example. It's the only exam we have. It's what we point to for
the first two years and because everyone tells you how important it is it's very scary.
My lecture notes were a mess, but I've always had a good memoryand I had kept up by
reading the textbooks and assigned articles. So I didn't really worryvery much. In fact,
I found that it was a pretty relaxing time. I just sat down and read, and soon I found
that I was saying to myself something like: "Wow! So that's the way this pathway
works!" You see, you just don't understand many of the things you're told in the first
twoyears. The lectures are bits and piecesofa topic. Sowhen you study for the Boards,
you finally see how things fit together. Some of my friends studied other medical
schools' syllabuses or took a private review course, but most of us who do well on
standardized exam studied on our own.
"Tell me about the YaleSystem,*" Iasked a third-yearstudent.
A: Well, it's excellent. It doesn't tire you out and it doesn't take the excitement out of
studying by making you take a hundred different exams. It really permits you to do
what you want to do, and at your own speed. I study when I want to and I don't have
deadlines unless I establish them for myself.
"Areyou still high on the YaleSystem?" Iaskedanother third-yearstudent.
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A: Yes. It leads to greater independence and maturity. The first two years are difficult.
Everybody gets panicky about the Boards, but what we've come to appreciate is that
how much you do or don't do is your own decision. No one tells you to study or even to
go to class. I have the right to decide whether or not I want to be in class or in the
library reading. This sounds a small thing, but it really puts you in a very different
relationship with the faculty. Mutual respect is enhanced and I think this is the reason
why I came here and why Yale continues to attract so many outstanding students.
About the M.D. thesis, one of the components of the Yale System, I asked a
fourth-year student: "Didyourfellow students also have a good thesis experience?"
A: It depended on the student. The goal of the thesis is not only to get something on
paper, but to learn how to do something creative. To achieve this goal you have to be
around a sympathetic and rather special thesis adviser. And, like everything else, it's a
mixed bag. Some students are terribly enthusiastic, but their advisers are not, and
some advisers are terrific but the students are just interested in going through the
motions. Everyone here is mature enough to know how much time and effort to expend
on research. It's a question ofpriorities, which, in a real sense, is what the Yale System
is about.
AndIaskedafourth-yearstudent whether medicalschool was much different than
college.
A: You bet it is. For a course in economics you have a single textbook. You'd read the
chapters and the assigned outside readings and after you sat for the final exam you'd
feel as ifyou had a handle on economics. The same goes for calculus or physics. No big
deal. Each college course has a finite amount ofmaterial to be learned and we all learn
it. But this isn't possible in medical school. In anatomy there's a good text which is
1,000 pages long. In pharmacology there's another text and it's also 1,000 pages long.
You could read these texts until Kingdom Come and still not absorb everything there is
to know. And that's why many ofus are anxious.
Q: Doesn't the Yale System reduce the pressure somewhat?
A: Sure it does, but you forget that we bring our own anxieties and pressures with us.
In this regard, I'm no different than anyone else in my class, but I learned to develop a
different attitude to the problem.
Q: What was that?
Q: Well, one day I was attending services for Simchas Torah. All year long the Torah
is read, passage after passage, until you come to the end ofthe scroll. That's when you
celebrate Simchas Torah. You read the last passage on the scroll, rewind it, and start
all over again. And I said to myself: "That's just the way it is in medical school. You
finish anatomy and the basic sciences; you go on the wards; you attend rounds; and
then you begin all over again. The lectures are repeated, the ward rounds are repeated,
thegrand rounds arerepeated. It'sjust likereading theTorah. You can miss something
the first time around, even the second time, but you'll get it eventually." And this little
revelation helped me understand that we would never absorb everything. If I needed to
know something I was certain that I'd be able to relearn it, and if I used what I had
learned in my practice I knew that I'd ultimately remember it.
4. Classmates
The Yale University School of Medicine class is selected for excellence and
diversity. In 1982, eighty-nine students had majored in the natural orphysical sciences,
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fifteen in the social sciences, and eighteen in the humanities (six in literature, three in
history, three in philosophy, one in music, and one in art). All have impressive
grade-point averages and score very high on the Medical College Aptitude Test. Nine
entered with master's degrees and three with Ph.Ds. Their average age was twenty-two
years. Of the 102 students who matriculated in 1982, seventy-one are men, and
thirty-one women. Twenty-five members of the class are classified as minorities and
there are four foreign nationals. Most of the students attended colleges in the
Northeast. Fourteen are from Yale, nineteen are from Harvard, eight from Brown,
eleven from the University of California system, and five from Stanford. The number
of colleges represented in the class totals fifty. The aggregate number ofapplicants to
the medical school was 3,049, from which 196 were accepted and 102 matriculated.
The students are knowledgeable, bright, talented, and "well rounded," the latter a
term often heard when admissions committees deliberate. How students are selected is
at best an objective process, based on standardized tests, grade-point averages, and
extracurricular activities, but often devolves to subjective impressions and criteria
based on the interview, letters of recommendation, and something called "balance";
that is, the place of origin of the students, their backgrounds and interests, and what
they personally can "add" to the "personality ofthe class."
"Doesyour class have apersonality?" Iasked.
A: Yes. Some are terrific, but there are some who don't belong here, whom I'd never
send a patient to. These people simply don't care about their patients. They don't know
how to deal with people. They lack tact. If only they could hear themselves talk! We
probably have a bunch of top future neurosurgeons. They're doubtlessly technically
competent, even brilliant. You'd want them to open your head, but you'd never want
them around during postop. Maybe what we need are expert technicians and a few
warm bodies for after care. You see, some patients get well because they believe in
their doctors. If the physician is an ass then I believe the operation is only partially
successful. And you simply can't change these people. You can only teach them so
much about interview technique and about patient needs. The rest is intuition and what
you're born with.
Another student, who before entering medical school received a Yale Ph.D. in
literature, and who implied that his fellow students left something to be desired,
said:
A: I know I sound critical, but I want to be honest. I think that the selection process
here simply doesn't work. We admit students on the basis of how well they did in
organic chemistry. Organic?! Getting a good grade in a course like that requires only
rote memorization. What will it tell you about how good a physician that person will
be? Nothing. We select people for their skill in the basic and physical sciences, but this
only guarantees that they'll not embarrass the school by flunking out in the first two
years. You see, once we're through the basic sciences a whole different set of qualities
are called into play. And these characteristics are as important as the other. It's sheer
luck that students possess both. And more often than not, owing to the criteria we've
established, we get only the former. We need physicians who are patient, sensitive, and
wise, but we don't necessarily select students for these characteristics.
And this excerptfrom a third-year student:
A: What attracted me here were the students. Those I met when I was called for my
interview were very happy people. In other schools the students looked dour. Here
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they're all a bunch ofoutgoing, friendly, talented, and probably liberal kids. Even the
conservatives are liberal. Noone in my class, for example, actually believes that private
practice is next to godliness. There are some here who are really so good that I wonder
why they already don't have the M.D. degree. I mean when the rest of us are walking
around in concrete there are those who always, and I mean always, know what's going
on. And they're usually the quiet, self-effacing types. Then there are the ones who
completely fool you. One of my classmates looks as ifhe'd like to make the world safe
for surfing, but how false are first impressions, because he turned out to be the
brightest, most sensitive, and most outstanding member of my class.
5. Specialty Choices
How students decide which subspecialty to pursue is based on numerous factors
including the rather obvious interest and aptitude for a field, life-style expectation, or
personal ambition, to the less obvious such as role models observed in one's family or
during the course of medical education. There is not surprisingly a good deal of
uncertainty. The scientifically minded usually select careers in academic medicine as
clinical or basic scientists, but not always; and the more humanistically minded usually
pursue careers in one ofthe primary care subspecialities but, again, not always. As one
student remarked:
I came to Yale to do primary care, but now I'm off to the Brigham in Boston
to do internal medicine. Once I found out how exciting and intellectually
challenging the wards were, my career decision took on a momentum all of its
own and now I see myself in clinical research and academic medicine.
Students are advised to keep their options open and to take their time before
deciding which specialty to pursue [14]. It is good advice, especially ifone believes the
mathematical projections of the Graduate Medical Education National Advisory
Committee Report (GMENAC) which predicts and discusses the ramifications of the
adverse effects ofphysician and specialist oversupply [15]. Students may have to make
their specialty choices based on criteria other than interest or life style, and instead
consider the availability of postgraduate training positions in a particular subspecial-
ty.
Iasked an M.D.-Ph.D. student whoexpressedsurprise that he hadenjoyedhimself
so much on the wards, and had done better than he expected, ifhe still intended to go
on in science.
A: Oh yes, it's science that interests me. I like working with puzzles and now I'm
surrounded by people who have a similar fascination with puzzles. We're all trying to
put pieces together. It's not knowing and then knowing. I'm learning how nature and
the biological world functions. The reward is knowing that you're on top ofsomething,
that you know more about a subject, no matter how small, than anyone else. The real
achievement is seeing your name in print and saying: "Here is something uniquely me.
I've done this. It's mine. I have a right to put my name on it."
I asked afourth-year student about herspecialty choice and this colloquy ensued:
Q: Can you tell me more about your decision to go on in psychiatry?
A: It's suited to my personality. It's what interests me.
Q: How do you mean?
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A: Well, take theother specialties. Internal medicine has somegreat teachers but most
of their faculty are governed by a different set of values than mine. Those who do
internal medicine are strong in the basic sciences. There are times when I believed that
their interest in science far exceeded their interest in caring for patients. They
sometimes act as ifa computer were in a bed instead ofa patient. They themselves are
mechanical and automated. And it's self-perpetuating. People choose a field because
they identify with it. But truthfully, internal medicine is the most complex branch of
medicine. And maybe that has something to do with it. You need to know so much.
You're not just involved with the physiology of one small system, but with all the
systems.
Q: Is it as challenging a specialty as psychiatry?
A: More so. It attacts the top people in our class, those, as I'vejust said, with a strong
interest in research and the basic sciences. But when you come right down to it,
psychiatry is more intellectually exciting.
Q: How so?
A: Because it's not as conclusive. To be good at medicine you have to be encyclopedic;
tobe agood psychiatrist you havetolikethinking. Good internists represent thescience
ofmedicine; good psychiatrists, its art.
Q: What about the other specialties?
A: As far as I was concerned, the only other specialty that excited me was surgery,
which has a lot going for it. I had a terrific experience. First off, so few peopledie. Then
there's the drama, not a little mystery, and the ritual. It's just like keeping kosher!
When I first walked into an operating room I was terrified. Everybody but me seemed
to have a job. The nurses are harpies, but they're part of the ritual as well. They're
always watching. They know immediately when someone's not in place or when you've
done something to contaminate yourself. Then all hell breaks loose as they say very
loudly, "Go and change your gloves." But it toughens you up. Once you get used to it,
it's even fun.
I asked afourth-year student to tell me about her experiences in the M.D.-Ph.D
program.
A: You're going to find all this very strange, but here goes. I came to Yale specifically
to do research and the M.D.-Ph.D. program and it's not very clear how all this
happened but I'vedecided to takea residency in surgery. You see, I didvery well in the
basic sciences, and then went on the wards. My first rotation was surgery, which I
thought was a good idea because I just knew I wouldn't like it and that it'd be best to
get it over with. The thing is that I really liked it. It's stimulating, an awful lot like
problem solving. And I'm good at it. When I first started surgery I couldn't even see
what was going on. Ijust couldn't grasp the different planes ofthe body. I didn't know
what hooked up to what. But now, well, now I understand.
Q: Surgery seems very far removed from biochemistry.
A: Of course, but there are so many aspects of medicine that I had just never
considered before. In their own waysurgeons contribute. Theycertainlydo mechanical
things like cutting, sewing, and prescribing medication, but their real talent is
functioning as healers. They're all so very positive that they help patients heal
themselves.




A: Internal medicine includes physiology and biochemistry and all the "hard sciences"
I like so much. It's the least pseudoscientific of the clinical disciplines, and it's
interesting. It's solving puzzles. It's mysterious and intellectually challenging. All the
house staff that I've met on the wards are captured by these aspects of the field.
They're a bunch of neat people. They respect each other. They're much less
narrow-minded or narcissistic than the surgeons and they're the brightest and most
capable oftheir classes.
Iaskedafourth-year student ifhe haddecided upon a specialty.
A: Yes, I intend to go into internal medicine, but my main interest is in primary care.
Q: Does Yale have a program in primary care?
A: No. The ethic ofthe school is not to encourage students to enter any ofthe primary
care fields. And this is to be expected. At least ninety percent ofmy classmates intend
to go into subspecialty or academic medicine.
Q: Why primary care?
A: I guess I've come to realize that illness stems from many causes, some biological,
some social, some behavioral. It's not easy to approach a sick patient with only one
model in mind. Primary care gives me the best opportunity to combine all these
elements. Moreover, we have too many specialists already.
Q: IfYale doesn't have a program in primary care why come here?
A: I chose Yale because it's the best medical school in the country. You have to have a
good foundation in medicine, both the basic and clinical sciences, before you can be a
good physician. You really can't be a good physician without science. You can be
gentle and caring, but you wouldn't be giving your patients full value. You've got to
understand the underlying biology, the why of things. And Yale does this very
satisfactorily.
Andanotherstudent, also aboutprimary care:
Q: You came to Yale to do primary care?
A: Well, most ofwhat wedid in primary care I organized myself, and after three years
oftrying I'vegiven up. I haven't lost thevision, orchanged my mind about what I want
todo, but I no longer have the time I did in the first two years toorganize primary care
lunches with guest lecturers. I can't fight Yale tradition forever. I've accepted the fact
that primary care is something that you do when you leave Yale. My brother is now a
resident in internal medicine at Vanderbilt and he tells me that my most important
years are ahead of me. You don't become a primary care physician as a result ofwhat
you learn in medical school. It's what you learn once you've graduated that counts.
Q: Tell me about your interest in primary care. How far back does it go?
A: It dates to college when I took a year off to be a Headstart teacher in a Chicano
neighborhood in Southern California. I learned very quickly that sickness is not just
medical care. It's poverty, discrimination, hunger, and unemployment. It's living on a
street that's unpaved, in a house that has no bathroom, while only a block away, where
the whites live, the streets are paved and the garbage is picked up twice a week.
Q: Does the Yale curriculum include any ofthis material?
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A: Heavens no! We never learned about the world of the Chicano in medical school.
We never learned about poverty, discrimination, rural health, or the problems of the
inner city. We never learned about encounters which are with the families rather than
with individuals. We never learned about "illness and health" instead ofjust "illness."
We never learned that you can getjust as excited about a new treatment for middle-ear
infections as specialists do when they're given a new microchip technology. We never
learned that one subspecialty could be as rewarding and demanding as another.
Q: Well, then, have your years at Yale been a disappointment?
A: Absolutely not. Please understand that I've learned a good deal of medicine. I still
feel terrified every time I think about doing an internship, but right now I'm fine. I've
probably learned to be a fairly good clinician. I know about diagnosis, patient
management, and I think I've learned something about how to interact with and
counsel patients.
6. Experiences in the Laboratory and on the Wards
The experiences related here are certainly not unique. Indeed most students
experience self-doubt and frustration. Most remember when they had seen their first
patient die, or when they had experienced their first pang of uncertainty when they
realized that medicine was not always an exact science, or when, in the words of one
student, "We realized that there was so much to know that there was no way to ever
know it all." Most find themselves up to the task, but some feel inadequately prepared.
Some find "invading one's body space" troublesome. Some are troubled that they know
so little about "the simple process of talking to a patient." Some have no idea how to
speak to the severely ill or dying patient. Some are frightened, angry, or confused by
the ambiguities they experience.
Most, however, find themselves surprised to discover how well they function. The
introspective and circumspect become outgoing and exude the confidence that is so
necessary to promote healing and well-being. The outgoing, on the other hand, find
themselves challenged in so many unexpected ways they often select a specialty other
than the one they decided upon when entering medical school. As one medical student
said: "Once you're on the wards a whole new set of skills are necessary." It's really a
study in contrasts, but through it all there is reevaluation, learning, and steady growth.
By the fourth year, students are more vulnerable and less certain about their place in
the scheme ofthings than they would like to be, but most have achieved and learned far
more than they realize.
"What was it like in his lab?" I asked a third-year student.
A: It was terrific. In college everything was frenetic, but in the lab things are relaxed.
When we arrived we'd gather for coffee, discuss the baseball scores, review a few
journal articles, poke around here and there, and think. I never knew anyone but lab
scientists to luxuriate so in the simple process ofthinking.
Also about the lab, Iasked afifth-year M.D.-Ph.D. student:
Q: What is it like to work in their lab?
A: Oh, it's great! There's a rapport between us. The researchers in this lab x:re more
socially adept and less withdrawn than they were in other labs in which I've worked.
And yet they're under the same pressure to succeed.
Q: What about this pressure? Does it affect you?
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A: The pressure is always here. In my present lab we seem to be in a race with a lab in
Boston. I hear it said that they're three months ahead of us and that we have to catch
up. So we work at a furious pace. I'm here all the time. I'm reading the literature, doing
experiments, coming up with results that have to be checked and rechecked. It's what's
expected of us. So I'm here after dinner and on Saturday and it's expected that I'll be
here on Sundays as well. There's a postdoc working on his experiments and I think he
sleeps here. And I wonder if I should be sleeping here as well. I really don't know how
we all do it. Sure it's dedication but it confuses the hell out of me. I enjoy a whole lot of
things. I like sports, tennis especially. I like talking to friends and just being on my own
every once in a while. So I'm tortured. I wonder about my self-discipline to carry on.
Sometimes my good side wins and I come in on Sundays. Other times I let some cells
die in the incubator and feel guilty. That's just the way it is.
Another experience, this one shared by a second-year student:
A: Then I thought about what I had to do in the afternoon. Drawing blood. I kept on
wondering who in the class would be the best to take my blood. Drawing blood really
reflects the level of trust and respect you have for each other's competence. So after
lunch I carefully maneuvered myself next to someone in my class who is ideally
competent. And ofcourse he wasn't. I found his vein with no trouble, but he stabbed me
four times before he found mine! I'm black and blue and it all goes to show you: As
nervous as I was, my insertion was perfect and he, the mellowest and most experienced
in the class, turns out to be a butcher!
I asked afourth-year student to tell me about clinicians. "What are they like?" I
asked.
A: They're a different bag altogether. We all tried to figure out what makes a good
clinician and finally decided that good clinicians are not only encyclopedic, but
compassionate as well. They have to be able to talk to patients when others are struck
dumb. They have to exude trust and confidence. They have to be'smart and have
common sense. Medicine is not only a profession of the mind; it's also one of the
heart.
Q: Does the mind represent science and the heart the art of medicine?
A: I'm not certain. The dichotomy is probably artificial. Medicine is both art and
science. And it'sjudgment too. You have to feel that there's a reason to do what you do.
The reason is called understanding. But the problem is that we don't always
understand everything. We understand at level "A," but when we proceed to "B," well,
wejust don't know. So we often accept on the basis of our faith, or our intuition. That's
the art. But don't get me wrong. Without science we'd be back in the dark ages. Let me
give you an example. Suppose a patient has hypertension. Therapy should be a
particular drug. And without even looking at the patient it's possible to devise a
regimen that would be adequate. But then again it may not be. You see, the art of
medicine is making the science of medicine work. It's fine to have all those theories
about molecules, and what they do and how they work, but you can't make them useful
at all, you can't make them real, without the art. It's been quite an education to sit in a
seminar room with four experienced residents and ask them what to do about a
particular case. You often get four different answers! Medicine is art, science,
experience, judgment, and intuition. Mostly it's common sense.
Q: Is there a spiritual element in medicine?
A: I haven't given it much thought but medicine, for me at least, is not very spiritual.
43ARTHUR J. VISELTEAR
Yet medicine does have a spiritual part. It's the part that transcends the mundane and
the practical elements. It's the part that operates on a level that is somehow higher,
different, and separate from the level in which the rest ofhumanity works. Look, we're
not god-like but we do believe in what we do. What we do is important. Part ofwhat I
doisgratifying. It fills a need that I have to help, todothings forotherpeople, and to be
useful. There's something in me that likes to help others. When I can help I feel good.
When I try to help and a patient won't let me, I feel angry. And when I want to help
and can't I'm frustrated.
This experiencefrom a third-year medicalstudent:
A: She died about a week ago. Her husband and aunt were in the room. We all knew
she'd die, but death, when it does come, is always surprising.
Q: What has been going on in your mind about this case?
A: I'm sad. There was nothing we could do to save her. It's a feeling of helplessness.
You imagine that you yourselfare in that bed. It's frightening. It makes you wonder.
Anotherfourth-yearstudent was asked:
Q: Has your desire to help been realized on the wards?
A: Well, I've found that we can't always help. We can't help our patients all the time
and we even can't help ourselves either.
Q: What do you mean?
A: There are times when we really need advice and reassurance. Patients die and we
have to deal with our feelings and those oftheir family. One day a patient is alive and
the next morning the bed isoccupied by someone else. Oneday you're focusing all your
energies on a patient and the next day there's no one there. And you just turn to
another patient. But your mind is still filled with impressions which deathdoesn't bring
to an end. They say it's "back to business as usual." But it's not. It can't be. You see
we're not prepared for what we experience. Most of us are naive. Many of us haven't
had the requisite lifeexperiences. People expect us to know aboutlife, but we know less
than your average bartender. It's a concern I have because we're not technicians.
We're humanists. The emphasis here is on science and too little expands our
understanding ofhuman experience.
Another experiencefrom the wards:
A: The first patient I admitted as a subintern was a very sick fellow in his mid-sixties. I
did the work-up and found absolutely nothing positive! So I turned my dilemma over to
the chief of the service and he too had no answers. For the next two weeks I ordered
every test indicated and still there was no clear diagnosis. Even the attending at the
time didn't have a clue. We ruled out neurological diseases and thosecaused by screwy
endocrine glands, and, for a while, it looked as ifthis would be oneofthose cases which
might resolve itself. So we held off further testing, but he subsequently worsened and
we settled on one additional test and sent him down to the lab. And then the code
beeper went offand as I was hustling to the floor Ijust knew that this was my patient.
He had gone into cardiac arrest and when I got there he was already being worked
over. And, well, we couldn't resuscitate him. He died right then and there. All our
pushing and dancing and manic concernjust stopped. We lost him. And we didn't even
know why.
Q: Do you somehow hold yourselfresponsible?
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A: Sure I do. This patient had been with us fortwoweeks. And in all that timewe never
were certain what was wrong with him. If we did we wouldn't all have been standing
around looking at our toes. Did we push this patient over the edge? If we had waited
another day before we did the procedure would he have survived? Hell! We failed him.
We failed his family and we failed ourselves. All I could say to his wife was something
insipid like: "These things happen. I'm sorry."
Q: How do you feel now?
A: I'll get over it, but for a long time afterwards I felt terrible. Even now I tell myself
that I didn't fail. In my anguish I say that it was medicine that failed. But who is
medicine? I'm medicine! You can't separate me from my profession. There's not a day
that goes by when I don't think ofthat case. I tell myselfthat death is something that
happens. You can't change too much. What we can change, as little as it may be, we
must be happy with. But it's never enough.
And thisfrom a third-year student who hadjust completeda medicine clerkship:
A: Our days are filled with conflicts. We're torn between being detached or close,
sympathetic or hard-nosed. Or we find that we care deeply for a patient with terminal
cancer and our only thought is to hope that they die soon. We're rubber bands. It's
crazy. Trying to master all there is to know kills us. Nobody learns it all, but the
impression we get is that we're supposed to know everything. We work hard on the
wards. We're up for nights at a time and our nerves are frayed. And then we have to
deal with some jerk of an intern. We feel inadequate. We put up good facades, like
we're all brilliant and confident. But we're running scared. The child in us is still there
and the house staff, almost without trying, can bring the child in us to the surface. We
don't cry, but we are wounded. So when we'reon our own we act silly. We try to forget.
And that's why I live off campus with five roommates, none of whom are in medical
school. We play with the dog, sit around, bullshit, have dinner, burp out loud, and try
not to take ourselves or life too seriously, at least for a few hours.
7. Issues Affecting Women and Minorities
There is great excitement about the increasing number ofwomen both applying and
gaining entrance to medical schools. At Yale, women presently comprise almost forty
percent oftheclass, but this does not mean that the medical school has yet successfully
addressed the issues of great concern to them such as harassment, career choice,
marriage, and discrimination. And yet, in many ways, women have an easier time than
do blacks and other minorities, who feel, in some cases, as if they must continually
prove that they belong in medical school. As one black woman medical student said:
Most of my classmates believe that the blacks who made it into medical
school are poor or uneducated. Well, we're not! Someofus arepoor, but most of
us are middle class and none of us are uneducated. They believe that we all
come from second-rate colleges. Is Yale, Cornell, Columbia, or Harvard
second-rate? Ofcourse not.
In other cases, it's the attitude of the house staff. After noting that one house officer
continually referred to one patient as "dumb," a black student said:
Shecould have been any ofa hundred people I knewgrowing upin New York
City and I couldn't explain my feelings because we were simply on different
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wavelengths. He's never seen a ghetto or an alcoholic or a drug addict. And
neither have eighty percent of my class. Perhaps that's why I chose Yale.
Perhaps my sensitivity will rub offon some ofmy fellow students....
Some of the interviews are bold and dramatic, expressing strong emotions because
the record of most medical schools regarding women and minorities is not good. The
number of blacks being admitted to medical schools has plateaued and appears to be
declining [16]. And although Yale has an Office for Women in Medicine, discussion
alone will not resolve the question ofwhy there are so few tenured women or minority
faculty. These are national issues to be certain and how they are addressed in the years
ahead is one ofthe most important questions confronting educators in this transitional
era in medical education.
In a discussion with afourth-year woman medical student offto herresidency, this
colloquy ensued:
Q: Won't things be different when you're a house officer?
A: I don't think so. I went down to Greenwich Hospital with a classmate and we talked
to a few interns. I don't remember exactly what happened but one of my fellow
students asked about the social life and one of the interns said that it was terrific. I
think the phrase he used was "the nurses are very available." Then he turned to me to
apologize. He said that he hoped that his comment didn't offend me. So I asked him
what the social life was for women, and he said he didn't know. Do you know what my
real fear is? It's that as I get deeper into my profession the more I do so at the expense
ofmy femininity. The feelingofdoom I have is that I'm headed into a life that willdeny
me from ever becoming a wife and mother. Men don't have to deny themselves in this
way. We do. I'm biologically ready to have a family now, but I'm beginning to feel that
I'm simply out ofsynch.
And this excerpt from an interview with another fourth-year woman medical
student:
Q: You said you were interested in having a family. Is being a specialist compatible
with this other goal?
A: I don't know. It's troubling. Yale has an Office for Women in Medicine and some of
the issues that I've raised have already been considered. We all wonder how we'll be
able tocombine a family life with our careers. Wouldn't it be nice ifeverybody felt that
men and women had equal responsibilities and that we should share parenting and
maintaining the home? But it isn't that way at all. So we meet to share experiences. I
remember that we once wanted to invite some women physicians to serve as role
models, those who were combining careers with families. The problem was that we
couldn't find very many of them! Only a few women academics or clinicians were
married. Many were divorced and many had remained single, choosing a career in
medicine at the expense ofeverything else. I walked away from those meetings with the
feeling that one day I'd have to make the same choice.
I also asked a woman professorfrom a clincial department about some ofthese
issues and she sharedsimilar concerns. We were talking about her residents:
Q: Marriage for residents, you're implying, is a risk?
A: It was for me. Everyone hears how difficult it is and what happens to medical
families. But for me it wasn'tonly the residency program; there was also a difference in
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personality and in common goals. You're so busy that you don't recognize that there
are problems. When you get around to addressing them, it's already too late.
Q: For example?
A: Children. To have children as a resident, you'd have to drop out for a year. My
former husband wanted to have children sooner than I did. But I just couldn't
compartmentalize myself in that way. These are three very important commitments.
Your spouse expects 100 percent, your child needs 100 percent, and your patients and
colleagues demand 100 percent! Others did it; Ijust wasn't able to. It wasn't something
I could do.
Iasked a black student about some ofhis concerns.
A: Look, what I'm suggesting is nothing that others haven't already said better and
louder hundreds of times before. The problem is that the same issues championed a
decade ago are still with us today. Now we've come to realize that many ofthese issues
cut across different boundaries and affect various constituencies. It's not just blacks
who are concerned here. It's also Hispanics, the elderly, and the poor. All ofus should
be concerned and want to do something. It's probably too late, but as future leaders of
our nation we better stand up and be counted. You see, everyone, and black people
especially, look up to physicians. We'reprofessionals, healers, thevalued and respected
members of the community. You don't have to be a politician to change society.
There's a great deal I can dojust by being here and by being myself. And when I leave
Yale with my M.D. degree, there's much more that I'll be able to do.
And a black woman student shared this conclusion:
A: I'm going to make things different if it kills me. I'll get my degree and with it
credibility. I'll be in a good social medicine residency program and then fulfill my
commitment to the [National Health Service] Corps. And I'll work in a clinic and do
family medicine, and perhaps run for a municipal or state office. Or I'll get a job in a
federal agency. You see, things have to change. We have to do away with racism. We
have to get away from the profit motive. We have to make people care. We have to
make government honest and concerned with suffering and need. We have to make our
physicians into something other than capitalists interested only in creature comforts.
Look! This country has managed to do whatever it's wanted to. It's been oppressive
when it was in its own best interest to be so and it's managed to turn desert into green,
fertile land when it wanted to also. Wejust have to nudge it in the right direction.
8. The Future
James Paget, the eminent nineteenth-century surgeon, shared with his readers an
interesting and apropos anecdote. In an oft-quoted essay, "What Becomes of Medical
Students," Paget wrote: "It is said that on entering the anatomical theatre for one of
his Introductory Lectures, Mr. [John] Abernathy looked round at the crowd and
exclaimed, as if with painful doubt, 'God help you all! What will become of you?'"
[17]. Yetdespite Mr. Abernathy and theGMENAC and GPEP reports, and the many
monographs and essays describing the precarious state of medical affairs, most
medical students interviewed were optimistic about their future and agreed with the
general conclusion that a Yale medical education will prepare them, no matter which
subspecialty they decide upon, for whatever lies ahead [18]. Many interviewed
expressed concern with economic, political, and social issues, such as taxes, regulation,
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ethics, and insurance and payment mechanisms established by government or the
private corporation, but, nevertheless, most will leave the school with their ideals
intact. Few "thirst for fame," considered by Daniel Drake, the nineteenth-century
physician and educator, the true measure for those wishing to succeed [19], but most
certainly appear to be about to do exactly "that which makes their heart leap" [20].
"Where doyou thinkyou'll be in tenyears?" Iasked.
A: I'll be a professor ofmedicine living somewhere in the Northeast. My house will be
near the university, within bicycling distance. I'll be doing clinical research, teaching,
publishing, and getting into arguments with my colleagues. Maybe my research will
even be significant. I certainly hope so.
Q: And will you have time for a family?
A: Sure, but that's the one cipher in my life at this time. I've been so busy that I haven't
met anyone I'd like to get serious about. But it'sjust not anything to worry about.
"What about now? What's onyour mind asyouplan to leave?"Iasked.
A: My only thought now is to get away from here. We've all been under a strain. Our
time hasn't been our own. Making new friends and maintaining, let alone seeing, old
friends is difficult. We've burrowed so completely into our own little worlds that our
outside interests fade. We remain adolescent in our thinking and outlook. We're still
students. We remain dependent upon others for money. We're the lowest in the
medical school hierarchy. We're studying all the goddam time! And we're lonely.
There's so little time for growth. So we hook up with partners in an attempt to add
something permanent to our lives. The relationships are easy. You don't have to think
much. It's convenience, diversion more than passion. A simple caring; play-acting
perhaps. I've been seeing someone for a year and a halfand we'vejust decided to go our
own ways. She's older than I am and ready to settle down. I'm not. It's as simple as
that. I need time to be on my own after all these years. I need time to get back in
control. Can you imagine? I'm twenty-five years old, off to an internship, and I'm still
not an adult.
"You seempretty certain aboutyourfuture," Isaid to a third-year student.
A: I am. I'm confident in my ability to do science. Many who come here change their
minds about what they'd like to do after graduation. Some come to do primary care
and have this mission to go into rural areas as general practitioners. But after three
years they've changed their minds. Their only goal is to become high-powered
academics. Then there are those who come here with their humanity intact. They're
the ones who criticize physicians for being mercantile or selfish or omniscient and,
then, by the end of their four years, they're the ones who think of themselves as God!
Well, I never wanted to do primary care and I think my humanity is still intact. I don't
think I've gotten too carried away by the mystique of medicine or science. I've always
wanted to do research and go on in academic medicine. Unlike others, Yale hasn't
really changed my way ofthinking about what I want to do and where I want to be.
And thisfinal excerpt: I asked afourth-year woman medical student, "What will
you take with you whenyou leave?"
A: I'm not certain what I'll take with me. I do know that I've a greater understanding
of what medicine is and what I'd like to do within medicine. I know what options are
available and I know how I'd like to live my life. I think I've learned something about
independence because I've been forced to be so much on my own, to do for myself, to
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learn on my own, and to function without supervision. And I think I've begun to believe
in myselfas well. Perhaps all this is the elegance ofYale and the Yale System.
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